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benefits of blocking analogues of other hypothalamic poly-
peptide hormones, such as growth hormone releasing factor
and corticotrophin releasing factor, are of enormous future
interest.
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Patient information leaflets

Patients are increasingly eager for information about the drugs
that they are prescribed, but does knowing about the side effects
of drugs stop patients taking them ? This is an important ques-
tion for every physician who has to prescribe for his patients.
Many prescribers think that information about unwanted side
effects may frighten patients and put them off taking a useful
medicine, but there is insufficient evidence to be sure that this
is so. Television, radio, and newspapers devote increasing
space to the subject of providing information for patients
about drugs, usually on the principle that “bad news” de-
serves several times the space that “good news” does. Un-
fortunately, there is no way of protecting a reader against mis-
information or unbalanced views, and one result is an increas-
ing preoccupation with ‘“alternative medicine,” as illustrated
by the recent onslaught from The Times on the medical
profession.!

The issue of patient information leaflets has been much
debated in the United States, and the Food and Drug Ad-
ministration has been considering whether it should be a
requirement to issue such leaflets with all drugs obtained on
prescription.? The association of endometrial cancer with
oestrogens led to a legal case in which the pharmaceutical
industry and the doctors were in opposition to the Food and
Drug Administration and the consumer groups, who supported
a law requiring a leaflet with all tablets containing oestrogens.
In the event the supporters won, but only in relation to this
group of drugs. The law has now been extended, however,
to cover intrauterine contraceptive devices, isoproterenol,
oestrogens, progestogens, and inhalers, but moves to apply
it to all drugs have been halted.

Most studies have shown that providing written material
helps patients to recall information.? 4 Looking at the content of
a leaflet providing information for patients given benzodiaze-
pines, Fisher and colleagues showed that with care it was
possible to design a leaflet that met 859, of patients’ require-
ments.> Traditionally the responsibility for informing the
patient has rested with the prescribing physician, though there
is evidence that he does not always have adequate pharmacolo-
gical knowledge, is not always good at communication, and is
often short of time. In these circumstances the provision of a
carefully prepared leaflet, such as that described by Hermann
and his colleagues, should help.®

Controlled studies of patients suffering from hypertension?
or depression® and those taking oral contraceptives,® have
shown that information leaflets increase patients’ knowledge of,
and satisfaction with, their medication. George and his
colleagues have confirmed this in patients in general practice
receiving treatment with penicillin and non-steroidal anti-
inflammatory drugs.!® They also suggest that compliance
improved in those patients taking penicillin but decreased in
those taking non-steroidal anti-inflammatory agents. Further
confusing evidence comes from two studies in which the effect
of information about the potential adverse effects of oestrogens
convinced over half the patients that the risk was greater than
the benefit, but only a small proportion of the patients failed to
take the drug.!'? Myers and Calvert looked at information
related to amitriptyline and found that forewarning patients of
side effects did not affect the incidence of reported effects or the
rate at which medication was stopped unless the advice was
written down, when more side effects were reported but fewer
patients stopped treatment.* Another study from general
practice on patients with cystitis reported a gain in information
by patients but no influence on their compliance.’ As George
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and his colleagues say, larger studies are necessary to assess the
effects of patient information leaflets. We still will not know,
however, which patients will be alarmed and which reassured
by a knowledge of the side effects of their treatment, nor can
we predict the effect on compliance. The most we can say is
that patients have a right to this information and having better
informed patients usually leads to more useful discussions
between doctor and patient. We should favour a more open
approach but also ask for more accurate data on which to base
the information that we provide.
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Goats’ milk for infants
and children

Feeding goats’ milk to babies is becoming increasingly popular
and so requires more careful consideration than in the past.
The main benefit claimed is that it is less allergenic than cows’
milk and is a suitable substitute for babies who are allergic to
the latter. Until recently goats’ milk was readily available only
in health food shops. Now, however, raw milk is sold in many
parts of Britain and a spray dried powdered feed is being
imported from New Zealand. A brochure produced by the
manufacturers (Healtheries) of the powdered feed makes sub-
stantial claims': “Goats’ milk is especially recommended to
those who suffer from allergies to cows’ milk and other staple
foods and stomach ulcers. It is important for fretful babies,
the elderly and those suffering from nervous indigestion,
insomnia and rheumatism. ... It is said to be unlike cows’
milk in that it does not form excess mucus.”

These general claims would be probably harmless were it
not for the repeated suggestion that goats’ milk is suitable for
infant feeds. The claims made for its benefits in “allergy” are
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an echo of the current debate in medical circles and are prob-
ably no more far fetched than some professional views.
Children (as opposed to babies under 6 months) with genuine
or supposed food allergies are unlikely to suffer great harm if
goats’ milk is added to their diet and so to the list of true,
possible, or imagined allergens.

Potentially much more serious is the advice that goats’ milk
is a suitable substitute for conventional milk feeds when babies
have supposed intolerance or allergy to cows’ milk protein. A
pamphlet produced by the British Goat Society recommends the
use of raw milk “without boiling or pasteurisation” provided
that the “hygiene of production of the milk is satisfactory.”2
This advice is dangerous. No untreated milk should ever be
fed to young babies because of the risk of bacterial infection.
By a peculiar anomaly goats’ milk does not come under the
government regulations that apply to most foods—for example,
compulsory pasteurisation orders apply only to cows’ milk.

The spray dried powder is less likely to carry any risk of
infection. Unfortunately its composition is unsatisfactory
as an infant formula in several ways. Its solute load is high—the
content of sodium, potassium, and other electrolytes is similar
to that of cows’ milk. It also has a similar protein content to
cows’ milk, so that the production of urea and therefore the
concentrations of urea in the blood and urine of babies fed
goats’ milk may be predicted to be of the same order as in those
of babies fed unmodified cows’ milk. Thus the use of goats’
milk powder for infant feeding carries the same risk, predispos-
ing to hypertonic dehydration, as does cows’ milk powder.3-5
Goats’ milk is deficient in folic acid and (probably) vitamin
B, .. It may also be deficient in vitamins C and D. The calcium
and phosphorus ratios of cows’ milk and goats’ milk are similar.
The risk of hypocalcaemic tetany in neonates is therefore the
same for both.

Despite all the current interest goats’ milk is scantily men-
tioned in medical publications. Since 1977 little research into
its use has been reported, and certainly no evidence has ap-
peared to support the many claims made for it, particularly
not for its value to allergic infants and children.®-* No worth-
while evidence exists to justify giving goats’ milk to young
children. Indeed, feeding unmodified goats’ milk, whether raw
or powdered, to infants has all the disadvantages of giving them
unmodified cows’ milk. The DHSS report Artificial Feeds for
the Young Infant considers goats’ milk “unsuitable,” and I can
only agree with this view.1?

If, however, despite the lack of nutritional or medical evi-
dence of benefit parents choose to feed their babies with goats’
milk they may avoid the main hazards by using the following
guidelines. Firstly, raw goats’ milk should be pasteurised or
boiled. Animals should have been tested for both tuberculosis
and brucellosis. The present loophole in the laws on milk
hygiene should be closed without delay in view of the apparent
growing popularity of goats’ milk. Secondly, because of its high
solute content, goats’ milk should be diluted to threequarter
strength. This decreases its energy content and some form of
carbohydrate such as sucrose should be added. Undiluted goats’
milk is unsafe for babies under 6 months of age, and even diluted
is not ideal. Thirdly, supplements of folic acid and vitamin B,,
are needed in addition to the supplement of vitamins A, C,
and D given to babies fed cows’ milk formulas.

Should goats’ milk ever be recommended on medical grounds
the ideal would be a prepared infant formula meeting the
requirements of the DHSS report.’® No such formula is
currently available, but in view of the evidence it is question-
able whether resources should be used to produce one.

Finally, any goats’ milk product should have a stated shelf



